Background and Aims: Shared decision-making is essential for patients and their families when facing serious and life-threatening diseases. This study aimed to evaluate the impact of patient-and familycentred care meetings (PFCCM) on intensive measures and resource utilisation during end-of-life (EOL) hospitalisation among terminally ill patients.
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Background and Aims: Shared decision-making is essential for patients and their families when facing serious and life-threatening diseases. This study aimed to evaluate the impact of patient-and familycentred care meetings (PFCCM) on intensive measures and resource utilisation during end-of-life (EOL) hospitalisation among terminally ill patients.
Methods: A cross-sectional study using retrospective electronic medical record review was conducted in a tertiary referral medical centre in Taiwan. We identified 6843 deceased patients with terminal illness who did or did not receive PFCCM during EOL hospitalisation between January 2013 and December 2015. The primary outcomes were the intensive care unit (ICU) transfer, invasive or non-invasive mechanical ventilation, tracheostomy, haemodialysis, and surgical intervention during the last hospitalisation; The secondary outcomes were total and daily medical expenditure per patient. A generalized estimating equation model was used to compare the differences between the two groups. Odds ratios (OR) with 95% confidence intervals (CI) were estimated.
Results: This study identified 459 patients (6.7%) who received PFCCM during EOL hospitalisation. Multivariate analyses showed that patients who received PFCCM were less likely to have ICU admissions (OR 0.44, 95% CI 0.34 to 0.57), and to undergo surgical interventions (OR 0.74, 95% CI 0.58 to 0.95) and invasive mechanical ventilation (OR 0.50, 95% CI 0.38 to 0.66) during the last hospitalisation, compared with those who did not, after adjusting for patient demographics and clinical conditions and year of admission. Additionally, PFCCM patients also had significantly lower total medical expenditures (OR 0.88, 95% CI 0.82 to 0.95) than non-PFCCM patients.
Conclusion: Patient-physician discussion through PFCCM is associated with less intensive care utilisation and medical expenditure during EOL hospitalisation in terminally ill patients. Results: Of the 46 patients, 13 (28%) were successfully recovered, and 33 (72%) had invasive mechanical ventilation due to HFOT failure.
Among the parameters analyzed, HFOT flow setting and heart rate (HR) were significantly higher in the HFOT failure group at 24 h and 48 h after the start of HFOT (Flow setting at 24 h: 44.4 AE 8.7 vs 36.4 AE 5.5, P = .008, Flow setting at 48 h: 41.7 AE 6.6 vs 35.9 AE 5.4, P = .022, HR at 24 h: 97 AE 15.3 vs 85.3 AE 11.9, P = .032, HR at 48 h: 96 AE 17.1 vs 79.6 AE 13.6, P = .012). In addition, estimated PaO2/FiO2 ratio before HFOT initiation were significantly lower in HFOT failure group compared with the success group (70.8 AE 29.9 vs 139.7 AE 64.0, P = .003). There were 20 patients (43%) with lung transplantation, and the proportion was significantly higher in HFOT failure group (54.5% vs 15.4%, P = .016).
Conclusion: Estimated PaO 2 /FiO 2 ratio before HFOT initiation and higher HFOT flow setting and HR at 24 and 48 h after initiation may be used as a predictor of HFOT failure. A large-scale study of various parameters to predict HFOT failure is needed. 
